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Childhood Influenza-Vaccination Coverage — United States, 
2002-03 Influenza Season 


Children aged <2 years are at increased risk for influenza- 
related hospitalizations (/—3). Beginning in 2002, the Advi- 
sory Committee on Immunization Practices (ACIP) 
encouraged that, when feasible, all children aged 6-23 months, 
as well as household contacts and out-of-home caregivers for 
children aged <2 years, receive influenza vaccinations each 
influenza season (/). Beginning with the 2004-05 influenza 
season, ACIP strengthened the encouragement to a recom- 
mendation (4). Other children recommended to receive 
influenza vaccine continue to include those aged 6 months— 
18 years with certain high-risk medical conditions and those 
aged 6 months—18 years who are household contacts of per- 
sons at high risk for influenza complications (4). This report 
on childhood influenza-vaccination coverage for the 2002-03 
influenza season provides a baseline for the continuing assess- 
ment of coverage among children aged 6-23 months. The 
findings demonstrate that, during the first year of the ACIP 
encouragement to vaccinate children aged 6-23 months 
against influenza, vaccination coverage was low, with substan- 
tial variability among states and urban areas. 

This report is based on data from the 2003 National 
Immunization Survey (NIS), an ongoing survey that provides 
estimates of vaccination coverage among noninstitutionalized 
children aged 19-35 months. Children included in the 2003 
NIS were born during January 2000-July 2002. The survey is 
conducted in all 50 states and 28 selected urban areas (5). In 
2003, entire influenza-vaccination histories were obtained for 
all children. 

Two measures of childhood influenza-vaccination coverage 
are reported: 1) receipt of one or more influenza vaccinations 
during September—December 2002 and 2) full vaccination 
(based on ACIP recommendations for 2 doses of influenza 
vaccine for previously unvaccinated children aged <9 years 


and 1 dose for previously vaccinated children aged <9 years) 


(4). Children were considered fully vaccinated if they had 1) 
received no doses of influenza vaccine before September 1, 
2002, but then received 2 doses from September | through 
either the date of interview or January 31, 2003, or 2) 
received >1 dose of influenza vaccine before September | and 
then received >1 dose during September—December 2002. 
Because children aged <6 months are not eligible for vaccina- 
tion and because the encouragement (and now the recom- 
mendation) calls for vaccination of children aged 6-23 months, 
analyses for both measures included only those children who 
were aged 6-23 months during the entire span of September- 
December 2002. 

In the 2003 NIS, the overall response rate for eligible house- 
holds was 62.7%, and 13,831 children (unweighted) met the 
age criteria for this assessment. Of these, 7.4% (+0.7) received 
one or more influenza vaccinations, and 4.4% (+0.5) were 
fully vaccinated (Table). Substantial variability in influenza 
coverage was observed among states and selected urban areas. 
Percentages of children receiving one or more influenza vacci- 
nations ranged from 2.2% (+2.1) in El Paso County, Texas, to 
26.6% (+8.0) in Rhode Island. 
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Editorial Note: The findings in this report indicate that, dur 

ing the first season in which ACIP encouraged childhood in- 
fluenza vaccination, coverage was low and varied substantially 
among states. These first national estimates of childhood 
influenza-vaccination coverage provide a baseline for assess- 
ing implementation of the pediatric influenza-vaccination pro- 
gram recommended by ACIP. 

Coverage estimates for other routinely recommended child- 
hood vaccines also Vary across states and urban areas (0). I ur- 
ther study is needed to determine the reason for such variation 
and to identify useful strategies for increasing annual influ- 
enza vaccination among all groups of children (and adults) 
for whom the vaccine is now recommended (4). 

During the 2002-03 influenza season, influenza vaccina- 
tion of healthy children aged 6-23 months was not yet cov 
ered by the Vaccines for Children Program (VFC) and also 
might not have been covered by the majority of private health 
plans. The ACIP encouragement rather than full recommen 
dation and the lack of VFC coverage both likely contributed 
to the low coverage observed during the 2002-03 influenza 
season. However, beginning with the 2003-04 influenza sea- 
son, ACIP voted to include in the VFC program annual 
influenza vaccination for all children aged 6—23 months and 
for household contacts of children aged <2 years. This expan 
sion of VFC coverage for influenza vaccine enables providers 
to administer free influenza vaccine to the most vulnerable 
groups of children (i.e., Medicaid enrollees, uninsured chil 
dren, American Indian/Alaska Native children, and certain 
children whos« health insurance does not covel the cost of 
vaccination). More doses of influenza vaccine were produced 


> 


and available than eventually were used for the 2002—03 


influenza season, so problems of inadequate vaccine supply 


were unlikely to have contributed to the low vaccination cov 
erage during that season. 

he vaccination rates described in this report might, in part, 
reflect implementation of the long-standing recommendation 
to administer influenza vaccine to children aged >6 months 
who have a high-risk condition or who live with a child o1 
idult with a high risk condition. However, this possibility 
could not be verified because NIS does not collect informa 
tion on high-risk medical conditions or household contacts 
with high-risk conditions. In the United States, an estimated 
5.5% of children aged 6-23 months have a high-risk condi- 
tion for which influenza vaccination is recommended 
Although national vaccination-coverage data are not available 


: ; 
for groups at high risk, studies of specific populations have 


reported influenza coverage among children at high risk, 
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TABLE. influenza vaccination-coverage levels among children aged 6-23 months’, by state and selected urban area — National 
immunization Survey (NIS), United States, September—-December 2002 





1+FLUt Fully vaccinated$ 


State/Urban area % (95% Cl") % (95% Cl) 





1+FLU Fully vaccinated 
(95% Cl) % (95% Cl) 





State/Urban area 





United States 7.4 (+0.7) 4.4 
Alabama 25 (+1.8) 1.2 
Jefferson County 3.3 (+2.8) 1.3 
Alaska 4.7 4.0 
Arizona 48 F 27 
Maricopa County 49 2.3 
Arkansas 6.8 : i 
California 6.9 J 4.6 
Los Angeles County 4.0 ; 2.1 
San Diego County 7.0 5.6 
Santa Clara County 10.0 7] 5.9 
Colorado 13.0 . 8.6 
Connecticut 11.0 8.0 
Delaware 12.6 7.4 
District of Columbia 8.4 ; 5.7 
Florida 5.9 i 3.9 
Miami-Dade County 2.7 1.9 
Duval County ) 2.9 
Georgia 
Fulton/DeKalb counties 
Hawaii 
Idaho 
Illinois 
Chicago 
Indiana 
Marion County 
lowa 
Kansas 
Kentucky 
Louisiana 
Orleans Parish 
Maine 
Maryland 
Baltimore 
Massachusetts 
Boston 
Michigan 
Detroit 
Minnesota 
Mississippi 


Missouri (+3.5) (+2.5) 
Montana ; (+3.1) {+2.0) 
Nebraska (+6.1) : (+4.8) 
Nevada ; (+3.5) ; (+1.1) 
New Hampshire (+4.1) (+3.9) 
New Jersey (+4.1) : (+3.0) 
Newark . (+2.2) 
New Mexico : : (+3.0) 
New York (+2.0) 
New York City 
North Carolina 
North Dakota 
Ohio 
Cuyahoga County 
Franklin County 
Oklahoma 
Oregon 
Pennsylvania 
Philadelphia 
Rhode Island 
South Carolina 
South Dakota 
Tennessee : 4.3 
Davidson County 5.8 
Shelby County 3.5 
Texas ‘ 2.5 
Bexar County 0.6 
City of Houston 3. 2.5 
Dallas County 6.7 
El Paso County 1.4 
Utah : 5.7 
Vermont 6.1 
Virginia (+3. 5.4 
Washington 8.9 
King County 12.9 
West Virginia 3.6 
Wisconsin : 2) 6.2 
Milwaukee County 6.7 
Wyoming 2.3 





*N = 13,831 (unweighted). These influenza vaccination-coverage measures represent a subset of children included in the 2003 NIS. Only those children who 
were aged 6-23 months during the entire period of September—December 2002 are included. 
Defined as receipt of one or more influenza vaccinations during September—December 2002. 
Children were considered fully vaccinated if they had 1) received no doses of influenza vaccine before September 1, 2002, but then received 2 doses from 
September 1 through either the date of interview or January 31, 2003, or 2) received >1 dose of influenza vaccine before September 1, 2002, and then 


«received >1 dose during September—December 2002 
Confidence interval. 


ranging from 7% to 79% (4,8,9). In the 2004 NIS, informa- 
tion on risk status of children aged 19-35 months at the time 


of interview and of their household contacts is being collected 


for a subsample of households. Additional mechanisms are 
needed to assess coverage among children aged >35 months, 
including those who have one or more high-risk medical con- 
ditions or who live with a person at high risk (e.g., a child 


aged <2 years). 


Two decisions made during analysis might have influenced, 
in opposite directions, the vaccination-coverage estimates. 
First, analysis was limited to those vaccinations administered 
during September—December for the 1+ FLU measure and 
during September 1, 2002—January 31, 2003 (or date of 
interview if the interview occurred before January 31) for the 
fully vaccinated measure, although some vaccines might have 


been administered after these months and would not have 
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been counted. This approach possibly reduced both measures 
of influenza-vaccination coverage reported here, particularly 
the estimate of fully vaccinated children, because difficulty in 
scheduling and returning for the second dose of influenza vac 
cine might delay receipt of the second dose until later in the 
influenza season. Second, measurement of vaccination cover 
age was restricted to children aged 6-23 months during the 
entire influenza-vaccination period of September—December. 
Children in this age group were eligible for vaccination undet 
the ACIP encouragement for the entire period of assessment, 
so their caregivers and providers each had an equal amount of 
time to ensure vaccination. Therefore, this sample of children 
likely has higher vaccination coverage than children who were 
ged 6—23 months during only a portion of the 4-month vac 
cination interval, thereby potentially inflating the coverage 
estimate 

lhe findings in this report are subject to at least three limita 
tions. First, NIS is a telephone survey; although statistical 
adjustments compensate for expected differences in coverage in 
households without telephones, coverage bias might remain. 
Second, NIS relies on provider-verified vaccination histories; 


ls and reporting might result in underestimates 


incomplet« recor 
of coverage. Finally, because of sampling uncertainty and wide 
confidence intervals for many state and urban-area estimates 
from NIS, these estimates should be interpreted with caution. 

Influenza-vaccination coverage among children aged 6-23 
months was low during the first year of the ACIP encourage 
ment. For the 2004—05 influenza season, an ACIP recom 
mendation replaces the encouragement that was in place 


10); this change is expected to result in increased 


previously 
vaccination coverage. However, substantial work is needed to 
fully implement this new recommendation for children aged 
6-23 months and household contacts of children aged <2 years 
and to reduce the number of preventable influenza-related 


hospitalizations mong young children (2 
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Alcohol-Attributable Deaths 
and Years of Potential Life Lost — 
United States, 2001 


Excessive alcohol consumption is the third leading prevent- 
able cause of death in the United States (/) and is associated 
with multiple adverse health consequences, including liver 
cirrhosis, various cancers, unintentional injuries, and violence. 
lo analyze alcohol-related health impacts, CDC estimated the 
number of alcohol-attributable deaths (AADs) and years of 
potential life lost (YPLLs) in the United States during 2001. 
his report summarizes the results of that analysis, which 
indicated that approximately 75,766 AADs and 2.3 million 
YPLLs, or approximately 30 years of life lost on average pet 
AAD, were attributable to excessive alcohol use in 2001. These 


results emphasize the importance of adopting effective strate 


gies* to reduce excessive drinking, including increasing alco- 


hol excise taxes and screening for alcohol misuse in clinical 
Settings. 

A\lcohol-Related Disease Impact (ARDI)* software was used 
to estimate the number of AADs and YPLLs. ARDI estimates 
AADs by multiplying the number of deaths from a particular 
alcohol-related condition by its alcohol-attributable fraction 
(AAF). Certain conditions (e.g., alcoholic cirrhosis of the liver) 
are, by definition, 100% alcohol attributable. For the major 
ity of the chronic conditions profiled in ARDI, the system 
calculates AAFs by using relative risk estimates from meta- 
analyses (2,3) and prevalence data on alcohol use from the 
Behavioral Risk Factor Surveillance System. For some condi- 
tions, especially those with an acute onset (e.g., injuries), ARDI 
includes direct estimates of AAFs. Direct estimates of AAFs 
are based on studies assessing the proportion of deaths from a 
partic ular condition that occurred ator abov ea specified blood 
alcohol concentration (BAC) (4,5). For acute conditions, a 
death is alcohol attributable if the decedent (or, as in the case 
of motor-vehicle traffic, a driver or non-occupant) had a BAC 
of >0.10 e/dL. 


\AI s for motor-vehicle traffic deaths are 





ulcohol 
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obtained from the Fatality Analysis Reporting System (6). 
YPLLs, a commonly used measure of premature death, are 
then calculated by multiplying age- and sex-specific AAD 
estimates by the corresponding estimate of life expectancy. 
For chronic conditions, AADs and YPLLs were calculated for 
decedents aged >20 years; for the majority of acute condi 
tions, they were calculated for decedents aged >15 years. How- 
ever, ARDI also provides estimates of AADs and YPLLs for 
persons aged <15 years who died from motor-vehicle crashes, 
child maltreatment, or low birthweight. Consistent with World 
Health Organization recommendations (7), the harmful and 
beneficial effects of alcohol use are reported separately. 

In 2001, an estimated 75,766 AADs and 2.3 million YPLLs 
were attributable to the harmful effects of excessive alcohol 
use (Table). Of the 


5,766 deaths, 34,833 (46%) resulted from 
chronic conditions, and 40,933 (54%) resulted from acute 
conditions. Overall, 54,847 (72%) of all AADs involved males, 
and 4,554 (6%) involved persons aged <21 years. Of the deaths 
among males, 41,202 (75%) involved men aged >35 years; of 
those deaths, 41,202 (58%) were attributed to chronic condi- 
tions. For males and females combined, the leading chronic 
cause of AADs was alcoholic liver disease (12,291), and the 
leading acute cause of AADs was injury from motor-vehicle 
crashes (13,674). In addition, in 2001, an estimated 11 lives 
were saved because of the potential benefits of excessive alco- 
hol use, all of which were attributable to a reduced risk for 
death from cholelithiasis (i.e., gall bladder disease). 

Of the estimated 2,279,322 YPLLs, 788,005 (35%) resulted 
from chronic conditions, and 1,491,317 (65%) resulted from 
acute conditions (Table). Overall, 1,679,414 (74%) of the 
total YPLLs were among males, and 271,392 (12%) involved 
persons aged <21 years. Of all YPLLs among males, 973,214 
(58%) involved men aged >35 years, of which 53% were 
attributed to chronic conditions. Deaths from alcoholic liver 
disease resulted in 316,321 YPLLs, and deaths from motor 


vehicle—traftic crashes resulted in 579,501 YPLLs. 
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Editorial Note: In 2001, excessive alcohol use was respon- 


sible for approximately 75,000 preventable deaths and 2.3 


million YPLLs in the United States. The majority of these 
deaths involved males (72%), and the majority of the deaths 
among males involved those aged >35 years (75%). Approxi- 
mately half of the total deaths and two thirds of the total YPLLs 
resulted from acute conditions. Moreover, the BAC level used 
in this analysis for defining an alcohol-attributable injury death 
(>0.10 g/dL) is higher than the BAC level used by the 
National Institute for Alcohol Abuse and Alcoholism (8) to 
define binge drinking (>0.08 g/dL); as a result, all of the 
injury deaths were attributable to binge alcohol use (i.e., >5 
drinks per occasion for men: >4 drinks per occasion for 
women). 

he findings described in this report are similar to recent 
estimates of AADs attributable to excessive drinking in the 
United States (/). In contrast, earlier estimates of alcohol- 
related deaths (9) were higher than the estimates in this analy- 
sis and other recent estimates (/) because they were calculated 
by using a different methodology and were based on mortal- 
ity from all levels of alcohol consumption, not just excessive 
drinking. 

The 2.3 million YPLLs for excessive drinking is approxi- 
mately half of the total YPLLs that were caused by smoking in 
1999, the most recent year for which this estimate is available 
(/0), even though mortality attributable to tobacco use is nearly 
six times higher than that attributable to excessive drinking. 
lhis difference exists because many AADs, particularly those 
caused by injuries, primarily affect youth and young adults, 
and deaths attributable to tobacco use are uncommon in this 
population. 

he findings in this report are subject to at least six limita- 
tions. First, data on alcohol use, which are used to calculate 
indirect estimates of AAFs, are based on self-reports and might 
underestimate the true prevalence of excessive alcohol use 
because of underreporting of alcohol use by survey respon- 
dents and sampling noncoverage. Second, the risk estimates 
used in ARDI were calculated by using average daily alcohol 
consumption levels that begin at levels greater than those typi- 
cally used to define excessive drinking in the United States. 
Phird, deaths among former drinkers, who might have dis- 
continued their drinking because of alcohol-related health 
problems, are not included in the calculation of AAFs, even 
though some of these deaths might have been alcohol attrib- 
utable. Fourth, ARDI does not include estimates of AADs for 
several conditions (e.g., tuberculosis, pneumonia, and hepati- 
tis C) for which alcohol is believed to be an important risk 
factor but for which suitable pooled risk estimates were not 
available. Fifth, ARDI exclusively uses the underlying cause 
of death from vital statistics to identify alcohol-related condi- 


tions and does not consider contributing causes of death that 








Vol. 53 / No. 37 


MMWR 





TABLE. Number of deaths and years of potential life lost (YPLLs) attributable to the harmful effects of excessive alcohol use, by 
cause and sex — United States, 2001 





Cause 


Deaths 





YPLLs 





Male Female Male 


Female 


Total 





Chronic conditions 
Acute pancreatitis 
Alcohol abuse 
Alcohol cardiomyopathy 
Alcohol dependence syndrome 
Alcohol polyneuropathy 
Alcohol-induced chronic pancreatitis 
Alcoholic gastritis 
Alcoholic liver disease 
Alcoholic myopathy 
Alcoholic psychosis 
Breast cancer 
Cholelithiases 
Chronic hepatitis 
Chronic pancreatitis 
Degeneration of nervous system attributable to alcohol 
Epilepsy 
Esophageal cancer 
Esophageal varices 
Fetal alcohol syndrome 
Fetus and newborn affected by maternal use of alcohol 
Gastroesophageal hemorrhage 
Hypertension 
Ischemic heart disease 
Laryngeal cancer 
Liver cancer 
Liver cirrhosis, unspecified 
Low birthweight, prematurity, and intrauterine growth retardation 
Oropharyngeal cancer 
Portal hypertension 
Prostate cancer 
Psoriasis 
Spontaneous abortion 
Stroke, hemorrhagic 
Stroke, ischemic 
Superventricular cardiac dysrythmia 
Totalt 


Acute conditions 
Air-space transport 
Alcohol poisoning 
Aspiration 
Child maltreatment 
Drowning 
Excessive blood alcohol concentration 
Fall injuries 
Fire injuries 
Firearm injuries 
Homicide 
Hypothermia 
Motor-vehicle—nontraffic injuries 
Motor-vehicle-traffic injuries 
Occupational and machine injuries 
Injuries from other road vehicle craches 
Poisoning (not alcohol) 
Suicide 
Suicide by and exposure to alcohol 
Water transport 
Total 


Total 


370 364 
1,804 517 
443 56 10,195 
2,770 750 71,782 
3 0 86 
224 71 6,209 
6 2 130 
8,927 221,369 
2 0 49 
564 12,609 
N/A* N/A 
0 0 

3 55 
2,608 

93 1,668 
96 2,912 
6,213 

50 1,063 

3 210 

0 0 

19 301 
632 9,458 
8,012 

3,146 

8,640 

80,616 

7,139 

5,280 

451 

2,224 

1 

N/A 

22,476 

5,331 

639 


548,386 


7,138 
50,375 


3,917 
8,798 
1,865 
7,086 
25,461 
35 
41,627 
18,991 
4,434 
262,379 
3,692 
5,712 
442,943 
3,467 
6,139 
103,917 
186,568 
777 
3,220 


1,131,028 
1,679,414 


6,054 
16,433 
1,552 
22,017 
0 
2,135 
46 
94,952 
0 
3,996 
6,786 
0 

63 


486 


788 


889 
298 


1 

0 
4,592 
1,853 
796 


239,619 


1,404 
2,952 
1,692 
5,386 
4,633 
26 
24,288 
11,729 
695 
71,543 
1,343 
1,072 
136,558 
151 
1,709 
45,127 
49,297 
231 
454 
360,289 


599,908 


13,192 
66,808 
11,747 
93,799 
86 
8,344 
176 
316,321 
49 
16,605 
6,786 
0 

119 
4,560 
2,154 
5,147 
7,000 
1,405 
347 

80 

440 
15,918 
10,909 
3,665 
11,273 
135,144 
11,100 
6,169 
750 
2,224 
2 

0 
27,068 
7,184 
1,435 


788,005 


5,321 
11,750 
3,557 
12,472 
30,093 
61 
65,914 
30,720 
5,129 
333,922 
5,035 
6,784 
579,501 
3,619 
7,849 
149,043 
235,865 
1,008 
3,674 


1,491,317 
2,279,322 





* Not applicable. 
t Because of rounding, numbers might not sum to totals. 
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might be alcohol related. Finally, age-specific estimates of AAFs 
were only available for motor-vehicle—traffic deaths, even 
though alcohol involvement varies by age, particularly for acute 
conditions. 
"The 1m ortant thin 15 lhis analysis illustrates the magnitude of the health conse- 
P g quences of excessive alcohol use in the United States. In addi- 
° . ” tion to estimating the national health effects of alcohol use, 
not to stop questioning. ARDI software also can produce state estimates of AADs and 
YPLLs. Such state-specific analyses are needed because the 
Albert Einstein prevalence of excessive alcohol use, particularly binge drink- 
ing, is known to vary substantially by location. State-specific 
results also can focus discussions of effective public health strat- 
egies (e.g., increasing alcohol excise taxes and screening for 


c 


: alcohol misuse in clinical settings) to prevent excessive 
Viedicine is constantly changing , 


alcohol use and its adverse health and social consequences. 
today's answers often become 
tomorrow's questions. That's 


where MMWR Continuing Edu 
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Progress Toward Global Eradication 
of Dracunculiasis, 2002-2003 


In 1986, when the World Health Assembly adopted a reso- 
lution calling for the eradication of dracunculiasis (i.e., Guinea 
worm disease), an estimated 3.5 million cases occurred in 20 
countries, and 120 million persons were at risk for the disease 
(1). This report describes the status of the global dracunculia- 
sis eradication program (DEP)* as of the end of 2003 (2,3). 
The findings indicate substantial overall progress towards eradi- 
cation in 2003 compared with 2002, a major reduction in 
cases in Sudan, and an increase in cases in Ghana. Further 
progress will require 1) increased surveillance in all areas in 
which dracunculiasis is endemic or was previously endemic, 
2) access to areas that lack security, and 3) concentrated 
efforts in Sudan once peace is achieved. 

By the end of 2003, annual incidence of dracunculiasis had 
been reduced >99% from that estimated in 1986, and eight 
countries in which the disease was previously endemic 
(Cameroon, Central African Republic, Chad, India, Kenya, 
Pakistan, Senegal, and Yemen) were free of the disease. Of the 
remaining 12 countries in which dracunculiasis remains 
endemic, five reported <100 cases each (Benin, Cote d'Ivoire, 
Ethiopia, Mauritania, and Uganda) (Figure). During 2002- 
2003, the number of cases reported worldwide decreased 41% 
(from 54,683 to 32,193), and the number of villages report- 
ing >1 case decreased 26% (from 6,255 to 4,659). Of the 
remaining dracunculiasis cases, 89% were reported in Sudan 
(63%) and Ghana (26%). Of the 143 cases that were exported 
from one country to another during 2003, a total of 58 were 





* Major program partners include the ministries of health in 20 countries where 
dracunculiasis is or was endemic, The Carter Center, United Nations Children’s 
Fund (UNICEF), World Health Organization, Bill and Melinda Gates 
Foundation, other bilateral donors, U.S. Peace Corps, and CD¢ 


FIGURE. Status of dracunculiasis eradication program — 
worldwide, 2003 
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*Includes year in which most recent indigenous case was reported. 


exported from Ghana, 40 from Sudan, 23 from Mali, eight 
each from Niger and Togo, four from Nigeria, and two from 
Cote d'Ivoire (4). 

National programs intensified their interventions in most 
areas during 2003 compared with 2002 (Table). However, 
the percentage of cases that were reportedly contained in 2003 
remained <75% for nine of the 12 countries. A case of dra- 
cunculiasis is classified as contained if three conditions are 
met: 1) the infected person is detected within 24 hours of the 
emergence of the Guinea worm through the skin, 2) actions 
(e.g., occlusive bandages, counseling, and care of the patient 
until the worm is extracted) are taken to prevent the person 
from contaminating sources of drinking water, and 3) the pre- 
vious two conditions are confirmed by a health-care provider 
within 7 days of the occurrence. 

Sudan reported 51% fewer cases in 2003 (20,299 cases from 
3,407 villages; reporting rate’: 66%) than in 2002 (41,493 
cases from 4,333 villages; reporting rate*: 74%). Sudan’s DEP 
is accessing more villages than ever (approximately 6,200) as 
a result of the official ceasefire observed since October 2002 
as part of peace negotiations to end the civil conflict. This 
program continues to prepare for intensified activities after a 
possible peace agreement, but the conflict in southern Sudan 
remains the greatest impediment to the Sudanese and global 
eradication campaigns. However, during 2003, the northern 
states of Sudan reported no indigenous cases for the first time 
since reporting began, experiencing only imported cases 
(n = 298) from the south of the country. 

Ghana reported 8,290 cases in 2003, a 48% increase com- 
pared with 2002 (5,61 1); of these, 7,879 (95%) were reported 
in 15 of the country’s 110 districts. This increase is attribut- 
able to improved surveillance, several unexpected outbreaks, 
and inadequate interventions in villages where dracunculiasis 
was known to be endemic during 2002. Increased cases offset 
substantial reductions in cases in some districts during the 
latter half of 2003. The top five districts where dracunculiasis 
is endemic, which reported 26% of all Ghana's cases in 2002, 
reduced their numbers of cases by 37.5% (from 1,486 to 929) 
during July-December 2002 and the first 6 months of 2003. 
However, overall cases in the top 15 districts where dracuncu- 
liasis is endemic increased 7.0% during the same period (from 
2,327 to 2,491), mainly because of increases in cases of 
>1,000% in Nkwanta (from 54 to 584) and Savelugu-Nanton 
(from 15 to 228) districts. During 2002-2003, Ghana 


reduced by 2% (from 5,611 to 5,508) the number of cases in 





Percentage of villages where dracunculiasis was known to be endemic during 
2002-2003 that reported >1 indigenous case in 2003. 
Percentage of villages where dracunculiasis was known to be endemic during 


2001-2002 that reported >1 indigenous case in 2002 
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TABLE. Number of dracunculiasis cases reported, number of villages where dracunculiasis is endemic, and status of interventions 


against dracunculiasis, by country — worldwide, 2003 





No. of 
villages/localities 


% change 
in cases 


Villages/Localities 





where 
interventions 
were applied No. 


where 
interventions 
were applied 


No. of % of 

reported cases 
cases contained 
(indigenous) during in 2002 in 2002 


Country in 2003 2003 and 2003 and 2003 


reporting 
>1 cases 


No. % with 
reporting No. filters 
only reporting % in all 
imported indigenous reporting house- % using with health 
cases cases monthly* holds* ABATE education’ 


% with >1 
sources 
of safe 
water* 


% provided 





Sudan 20,299 (18) 4,289 (-57) 3,387 
8,285 § 1,200 (-2) 975 
1,459 (74) 540 -67) 280 
Mal 824 54) 178 39) 187 
Tog 622 74) 232 70) 168 
Niger 279 (é 2 45) 78 
Burkina Faso 4 5 83) 69 
Cote d'ivoire 4 2 93 12 
Benin 2 10) (-86) 13 
Ethiopia ! 3) é (-46) 12 
Uganda 13 (73) 18 (-88) 8 
Mauritania (77) 18 (-81) 9 


Total 32,050 6,769 (-53) 5,198 


Gnana 


Nigeria 


0 3,387 (66) (67) (2) (41) (91) 
330 645 (99) (100) (39) (42) (100) 
41 239 (100) (100) (45) (68) (100) 

185 (98) (85) (13) (16) (100) 
71 (100) (92) (83) (44) (100) 
61 (100) (100) (28) (6) (100) 
38 (82) (100) (20) (70) (100) 

(95) (84) (67) (80) (77) 
(89) (100) (100) (92) (100) 
100) (100) (100) (25) (100) 
(100) (100) (96) (100) (100) 
(98) (100) (54) (86) (100) 


541 4,659 (78) (78) (17) (44) (94) 





"Percentage is based on the r 
the villages where dracunculiasis is known to be endemic in 
which authorities intervened in 2002. 

During 2002-2003, Nigeria and Togo reduced their indig- 
enous cases by 62% (from 3,820 to 1,459) and 58% (from 


1,502 to 669), respectively, and increased reported rates of 


0 V0 


case containment from 66% to 74% and from 62% to 74%, 
respectively. In Mali and Niger, where lack of security delayed 
interventions among nomadic Tuareg populations until late 
2001 and late 2002, respectively, cases were reduced by 4% 
(from 861 to 829) and increased by 20% (from 248 to 293). 
Lack of security remains a critical limiting factor for the pro 
grams in Cote d'Ivoire, Ethiopia, Sudan, and Uganda. 

sation ¢ ollaborating Center for 
of Dracunculiasis; The Carter 


of Parasitic Diseases 


Reported by: World Health Organi 


Research li 


Cente? 


ainin¢g, and kradication 


Georgia. Dit Vational Cente? 


CD 


Itlanta 
for Infectious Diseases 
Editorial Note: Dracunculiasis is a parasitic infection caused 
by Dracunculus medinensis. Persons become infected by drink- 
ing water from ponds contaminated by copepods (water fleas) 
that contain immature forms of the parasite. One year later, 
adult worms approximately 1 meter (40 inches) in length 
emerge through skin lesions, usually on the lower limbs, which 
frequently develop severe secondary bacterial infections. No 
effective treatment or vaccine for the disease exists, and 
infected persons do not become immune to future infections 
by the parasite. However, dracunculiasis can be prevented by 1) 
filtering drinking water through a finely woven cloth, 2) treat- 
ing contaminated water with the larvicide ABATE™ (temephos), 
3) educating persons to avoid entering water sources when 
Guinea worms are emerging from their bodies, and 4) provid- 


ing clean water from bore-hole or hand dug wells (5). 


f villages reporting >1 indigenous case in 2002 and/or 2003 in each country 


Che 12 remaining countries where dracunculiasis is endemic 
made substantial progress toward eradication in 2003, which 
reflects intensification of interventions in most areas during 
2002. Further improvements in public awareness are expected 
as a result of targeted mass media campaigns in the three coun- 
tries with the most cases (Ghana, Nigeria, and Sudan). 

In September 2003, a joint program review was held at The 
Carter Center (Atlanta, Georgia) for the three countries. The 
delegations included senior ministerial representatives and 
technical leaders of the eradication programs. All 12 coun- 
tries developed specific programmatic objectives for 2004; 
improving interventions remains a key objective. Major 
obstacles to rapid completion of the campaign include 1) 
ongoing lack of security in areas of western Africa where dra- 
cunculiasis is endemic (e.g., Cote d'Ivoire) and 2) limited fund- 
ing to meet the challenges of eradicating dracunculiasis in 
postwar Sudan. All countries should implement daily surveil- 
lance in communities where dracunculiasis is known to be 
endemic to ensure detection and containment as soon as any 
worm begins to emerge. Moreover, all countries in which dra- 
cunculiasis is endemic should implement improved surveil- 
lance in large areas in which the disease was previously endemic. 
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Tuberculosis Transmission 
in a Renal Dialysis Center — 
Nevada, 2003 


Among persons with chronic renal failure, infection with 
Mycobacterium tuberculosis is more likely to progress to 
tuberculosis (TB) (/,2). Chronic renal failure is an immuno- 
compromising condition associated with cutaneous anergy, 
which can result in a false-negative tuberculin skin test (TST) 
3—5). In 2003, a health-care worker (HCW) (i.e., a 
hemodialysis technician) in an outpatient renal dialysis center 


result (. 


in Nevada became ill with pulmonary TB, exposing more than 
400 patients and other employees. The HCW had a previous 
positive TST result but never received treatment for TB infec- 
tion. This report summarizes the results of a contact investi- 
gation, which suggested that the HCW had transmitted 
M. tuberculosis to 29 patients and 13 employees. The findings 
underscore the need for TB screening and treatment of TB 
infection for all HCWs and patients at high risk. 

Before diagnosis in August 2003, the HCW had experi- 
enced 6 weeks of cough, fatigue, and a 14-pound weight loss. 
Microscopic examination of sputum was 4+ positive for acid- 
fast bacilli (AFB), indicating infectiousness, and sputum 
culture yielded M. tuberculosis susceptible to all first-line 
anti-B medications. The HCW was considered infectious 
for 3 months before TB diagnosis. During the 3-month period, 
employees and patients in the dialysis center were considered 
contacts and evaluated. Employee work schedules and patient 
dialysis schedules were reviewed to quantify the cumulative 
hours each person had been exposed to the HCW. In Septem- 
ber 2003, initial screening of exposed persons included 


review of medical history, TB symptoms, and previous TST 


results. Persons without a previous positive TST result received 
a TST. All dialysis patients were referred for chest radiographs. 
Persons with TB symptoms or an abnormal chest radiograph 
submitted sputum for AFB testing and culture. Persons with 
a negative TST result (<5 mm induration) during initial test- 
ing were retested 12 weeks later. TB disease was defined as 
clinical signs or symptoms of TB with bacteriologic or radio- 
graphic confirmation. Latent TB infection (LTBI) was defined 
as a positive TST result (>5 mm induration) and exclusion of 
TB disease by chest radiograph and sputum culture. Patients 
with a positive TST result who either had a previously docu- 
mented negative TST result within the preceding 12 months 
or reported not having a previous positive TST were assumed 
to be recently infected by the HCW. 

As of August 2004, a total of 481 contacts had been iden- 
tified; 48 (10%) were patients from other jurisdictions who 
had been referred for evaluation by TB-control programs in 


their jurisdictions. Of the remaining 433 contacts, 95 (22%) 


hte /Q 
were employees, and 291 (67%) were patients of the dialysis 
center; an additional 47 (11%) were other contacts*. Of the 
433 contacts, 333 (77%) were evaluated (Table); 36 (11%) 
had a previous positive TST result. The remaining 297 con- 
tacts received a TST; 48 (16%) had a positive TST result. A 
total of 41 (12%) of the 333 evaluated contacts reported TB 
symptoms, but TB disease was excluded by chest radiograph 
and sputum culture. 

The dialysis center employees were assumed to be immu- 
nocompetent and used as a surrogate group of contacts to 
evaluate for evidence of TB transmission. Of the 95 employ- 





* Relatives of the HCW, persons who accompanied patients to the dialysis center, 
and persons with unidentified relationships to the HCW. 


TABLE. Results of tuberculin skin tests (TSTs) of tuberculosis (TB) contacts at an outpatient renal dialysis center — Nevada, 2003 





Employees 
(n = 95) 


Category No. (%) 


(n = 291) 
No. 


Other* 
(n = 47) 
(%) No. (%) 


Patients Total 


(n = 433) 
No. (%) 





Total evaluatedt 
Previous positive TST results§ 
Total tested’ 68 (85) 
Positive TST result** 13 (19) 
Positive TST result on initial testtt 7 (54) 
Positive TST result on repeat test8§ 6 (46) 
TST conversions™! 6 (46) 


80 (84) 
12 (15) 


212 
16 
196 


29 
21 


8 
1 


(73) 41 (87) 

(8) 8 (20) 
(92) 33 (80) 
(15) 6 (18) 
(72) 6 (100) 34 (71) 
(28) 0 (0) 14 (29) 

(3) 0 (0) 7 (15) 


333 (77) 
36 (11) 
297 (89) 
48 (16) 





* Other includes relatives of the health-care worker (HCW) with TB (n = two), persons who accompanied patients to the dialysis center (n = 38), and persons 


with unidentified relationships to the HCW (n = seven) 


t Persons who underwent review of medical history, TB symptoms, and previous TST results. 
§ Persons evaluated who reported or had a previously documented positive TST result. 


‘1 Persons who received a TST during this contact investigation. 
** Persons with a TST result of >5 mm induration. 


tt Persons who received a TST immediately after TB was diagnosed in the HCW. 
§§ TST was repeated 12 weeks later on all persons with a negative TST result (<5 mm induration) during the initial screening. 
1 Documented induration increase of >10 mm compared with a routine TST obtained during the 2-year period before the exposure among persons with a 


positive TST result. 
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ees identified as contacts, 80 (84%) were evaluated; of these, 
12 (15%) had a previously documented positive TST result. 
Che remaining 68 employees received a TST; 13 (19%) had a 
positive TST result. Employees with positive TST results had 
chest radiographs that were normal. The 13 employees with a 
positive TST result were similar to the 55 employees with a 
negative TST result (i.e., by hours of exposure to the HCW, 
national origin, race/ethnicity, and age). Six (46%) of the 13 
employees with a positive TST result had documented TS1 
conversion (i.e., induration increase of >10 mm compared 
with a routine TST obtained during the 2-year period before 
exposure); four worked on the same shift as the HCW. 

No routine TB screening program had been conducted for 
patients at the dialysis center. One patient had a documented 
negative TST result before the exposure; 16 patients reported 
a previous positive TST result. Of the 291 patients identified 
as contacts, 212 (73%) were evaluated; 196 (92%) received a 
IST. A total of 76 (26%) had chest radiographs; five (7%) 
had abnormal radiographs, and TB disease was excluded sub- 
sequently by sputum culture. A total of 29 (15%) patients 
had a positive TST result. Patients with a positive TST result 
were older (median age: 65 years; range: 44—88 years) than 
those with a negative TST result (median age: 60 years; range: 


11-95 years) (p = 0.01, W ilcoxon rank-sum). The median 


time of exposure to the HCW was the same (16 hours) for 
patients with positive and negative TST results. Of the 196 
patients, 72 (37%) received direct care from the HCW; of 


2 


these, nine (13%) had a positive TST result. Among the 72 
patients, the median time of exposure was not different for 
those with a positive TST result compared with those with a 
negatiy e | S : result. 

Employees with a positive TST result and exposed patients 

were offered a twice-weekly 9-month regimen of isoniazid. As 
of September 10, six employees and six patients had com- 
pleted treatment for LTBI, and two patients had died of unre- 
lated causes while receiving treatment. Two patients are 
continuing LTBI treatment. No secondary cases have been 
identified. 
Reported by: 1 Hickstein, C McPherson, MD, D Kwalick, MD, 
V DeFriez, R Todd, DrPH, Nevada State Health Div. K Ijaz, MD, 
| Gonzalez, MD, M Haddad, MSN, P Tribble, MA, Div of Tuberculosis 
Elimination, National Center for HIV, STD, and TB Prevention; 
M Arduino, DrPH, Div of Healthcare Quality Promotion, National 
Center for Infectious Diseases; S Wet, Div of Applied Public Health 
Training, Epide miolog) Program Office; ] Miller, MD, EIS Officer, CD( 


Editorial Note: In this report, TST conversions among six 
immunocompetent employees suggest that M. tuberculosis 


transmission occurred within the renal dialysis center. Only 
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one patient had a previously documented TST result for com- 
parison; therefore, all 29 patients with a positive TST result 
were considered recently infected. Because exposure duration 
did not differ between the employees with positive TST 
results and those with negative TST results, no minimum level 
of exposure was associated with risk for infection with 
M. tuberculosis. 

The findings in this report are subject to at least one limita- 
tion. The majority of persons with chronic renal failure have 
impaired delayed-type hypersensitivity, which might result in 
false-negative TST results (3—5). The positive TST results from 


this investigation likely underestimated the true prevalence of 


LTBI among these patients. 
CDC recommends that after a known exposure to infec- 
tious TB disease, immunocompromised persons should 


receive treatment for presumptive LTBI, regardless of TST 


result (2). LTBI treatment was offered to all patients exposed 


to the HCW, even if their TST remained negative after repeat 


screening. However, convincing these high-risk contacts of 


the benefits of treating LTBI often was unsuccessful even 
after repeat counseling. Therefore, this investigation fell short 
of the national health objective for 2010 that 85% of TB con- 
tacts and other persons at high risk complete a course of treat- 
ment for LTBI (6). Because recently infected contacts are at 
high risk for having TB disease, the local health department is 
training the dialysis center employees to detect signs and symp- 
toms of TB disease and ensure that anyone with TB symp- 
toms is identified and treated promptly. If dialysis patients 
have TB disease diagnosed, maintenance dialysis in airborne 
isolation is required until they have completed enough anti- 
TB therapy to demonstrate clinical improvement and have 
negative M. tuberculosis sputum cultures. 

TB infection has a higher risk for progression to TB disease 
among renal dialysis patients because of their older age and 
immunocompromised status associated with chronic renal 
failure and other illnesses (7). Studies in New Jersey and Cali- 
fornia have documented TB disease rates six to 11 times greater 
among hemodialysis patients than among the overall state 
populations (8,9). Because these patients spend more time in 
health-care settings, when M. tuberculosis infection progresses 


to TB disease, they can expose other persons who also are at 


greater risk for disease. Therefore, despite the limitations of 


TST in this population, early detection and treatment of LTBI 
is imperative (2). All dialysis patients should be tested at least 
once for a baseline TST result and rescreened if TB exposure 
is detected (2,/0). 
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West Nile Virus Activity — United 
States, September 15-21, 2004 


During September 15-21, a total of 218 cases of human 
West Nile virus (WNYV) illness were reported from 21 states 
(Arizona, California, Florida, Illinois, Indiana, Kansas, Mary- 
land, Michigan, Minnesota, Mississippi, Missouri, Nebraska, 
Nevada, New Mexico, North Dakota, Oklahoma, South 
Dakota, Texas, Utah, Wisconsin, and Wyoming). 

During 2004, a total of 39 states have reported 1,604 cases 
of human WNV illness to CDC through ArboNET (Table, 
Figure). Of these, 507 (32%) cases were reported from Cali- 
fornia, 355 (22%) from Arizona, and 225 (14%) from Colo- 
rado. A total of 897 (58%) of the 1,541 cases for which all 
data were available occurred in males; the median age of 
patients was 51 years (range: | month—99 years). Illness onset 
ranged from April 23 to September 14; a total of 48 cases 
were fatal. 

A total of 143 presumptive West Nile viremic blood donors 
(PVDs) have been reported to ArboNET in 2004. Of these, 
51 (36%) were reported from California; 37 (26%) from Ari- 
zona; 15 from Texas; 12 from New Mexico; five from Colo- 
rado; four from Georgia; three each from Florida, Oklahoma, 
and South Dakota; two each from Missouri and Wisconsin; 
and one each from lowa, Louisiana, Minnesota, Nebraska, 
North Dakota, and Pennsylvania. Of the 143 PVDs, three 
persons aged 35, 69, and 77 years subsequently had 
neuroinvasive illness, and 32 persons (median age: 55 years; 


range: 17—73 years) subsequently had West Nile fever. 
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TABLE. Number of human cases of West Nile virus (WNV) 
iliness, by state — United States, 2004* 


West Other Total 
Neuroinvasive Nile clinical/ reported 
State disease’ fever’ unspecified’ to CDC** Deaths 


Alabama 4 ) : 9 
Arizona 122 5 5 355 
Arkansas 11 
California 7 507 
Colorado 3: 225 
Connecticut ) ) 

Florida 2 § 31 
Georgia : 

Idaho 2 2 


Itlinois 
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Indiana 
lowa 
Kansas 
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Kentucky 
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Louisiana 
Maryland 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
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°o 
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Pennsylvania 
South Carolina 
South Dakota 
Tennessee 


5 
2 
9 
3 
5 
1 
4 
1 


w 
a @ 


Texas 
Utah 
Virginia 
Wisconsin y d 8 
Wyoming Z ‘ 7 
Total 559 1,604 
* As of September 21, 2004 
' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 
Cases with no evidence of neuroinvasion 
1 llinesses for which sufficient clinical information was not provided 
** Total number of human cases of WNV illness reported to ArboNet by 
state and local health departments 
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In addition, during 2004, a total of 4,188 dead corvids and 
987 other dead birds with WNV infection have been reported 
from 44 states and New York City. WNYV infections have been 
reported in horses from 34 states (Alabama, Arizona, Arkan 
sas, California, Colorado, Florida, Georgia, Idaho, Illinois, 
Indiana, lowa, Kansas, Kentucky, Michigan, Minnesota, Mis- 
sissippi, Missouri, Montana, Nevada, New Jersey, New Mexico, 
North Carolina, Ohio, Oklahoma, Oregon, Pennsylvania, 


South Dakota, Tennessee, Texas, Utah, Virginia, Wisconsin, 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2004* 
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@® Human WNV iliness 
Nonhuman WNV infection only 











* As of 3 a.m., Mountain Standard Time, September 21, 2004 


West Virginia, and Wyoming) and in five dogs from Nevada 
and New Mexico. Three squirrels with WNYV infection were 
reported from Arizona. Six unidentified animal species with 
WNYV infection were reported from Arizona, Idaho, Illinois, 
lowa, Missouri, and Nevada. “NV seroconversions have been 
reported in 799 sentinel chicken flocks from 13 states (Ala- 
bama, Arizona, Arkansas, California, Delaware, Florida, lowa, 
Louisiana, Nebraska, Nevada, Pennsylvania, South Dakota, 
and Utah) and in seven wild hatchling birds from Missouri 
and Ohio. Three seropositive sentinel horses were reported 
from Puerto Rico. A total of 5,707 WNV-positive mosquito 
pools have been reported from 34 states and New York City. 

Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 





Outbreak of Cyclosporiasis 
Associated with Snow Peas — 
Pennsylvania, 2004 


On September 17, this report was posted as an MMWR Early 
Release on the MMWR website (http://www.cdc.gov/mmwr). 

During June—July 2004, public health officials in Pennsyl- 
vania were notified of cases of the parasitic disease cyc lospor 1asis 
(/,2) among persons associated with a residential facility (e.g., 
residents, staff, and volunteers). CDC confirmed the diagno- 
sis of Cyclospora cayetanensis infection (/) by examining stool 
specimens from multiple patients. By early July, local public 


health officials had been notified of approximately 50 poten- 
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tial cases of cyclosporiasis associated with the facility; onsets 
of illness were from early June through early July. This report 
describes the findings of the epidemiologic and traceback 
investigations, which determined the cases were linked to con- 
sumption of raw Guatemalan snow peas at five special events, 
for which food was prepared by the facility staff, from late 
May through late June (Table). This is the first documented 
outbreak of cyclosporiasis linked to snow peas. The Food and 
Drug Administration (FDA) and CDC are working with 
Guatemalan officials to determine the sources of the snow 
peas and possible modes of contamination. 

A case of cyclosporiasis was defined as onset of illness 1-14 
days after consumption of food or beverages served at one or 
more of the five special events. Persons with laboratory- 
confirmed cases had infection confirmed by CDC by exam 
ining stool specimens for Cyclospora (1), and at least one 
gastrointestinal (GI) symptom (i.e., diarrhea {loose or watery 
stool], nausea, vomiting, abdominal cramps, loss of appetite, 
or unintentional weight loss) or constitutional symptom (i.e., 
fever, chills, muscle aches, joint aches, generalized body aches, 
headache, or fatigue). Persons with probable (clinically defined) 
cases of infection either had 1) three or more loose or watery 
stools during a 24-hour period and at least one other symp- 
tom or 2) five or more symptoms, including at least three GI 
symptoms. 

Of the 349 persons associated with the facility who were in 
the population potentially at risk for infection, 315 (90%) 
persons were interviewed to ascertain exposure (e.g., event 
attendance) and illness status; 215 (68%) of the 315 inter- 
viewed had attended at least one event. Of the 215 persons, 
96 (45%) had illness that was consistent with one of the case 
definitions; 40 cases were laboratory confirmed, and 56 were 
probable. All of the cases were associated with special events 
(i.e., none were attributable to other meals at the facility, which 
were prepared by the same staff and in the same kitchen), and 
each of the five events was associated with laboratory- 
confirmed cases. Therefore, the investigation focused on iden- 


tifying an item served at all five events, but not at other meals. 


Only pasta salad met these criteria. In addition, pasta salad 
was the only food item statistically significantly associated with 
illness in retrospective cohort studies, which were conducted 
among persons who attended the two most recent events 
(events D and E) (Table); data for 77 attendees were included 
in analyses. The summary relative risk for these two events 
(i.e., for the association between pasta salad and illness) was 
32 (95% confidence interval: 5-219; p<0.001). Specifically, 
90% (38 of 42) of the persons who ate the salad had cases of 
cyclosporiasis, compared with 3% (one of 35) of the persons 


who did not eat the salad. The median incubation periods for 


illness associated with events D and E were 8 days (range: 


1-13 days) and 7 days (range: 1-10 days), respectively. 

he pasta salad included multiple types of raw produce, 
none of which were implicated in investigations of previous 
outbreaks of cyclosporiasis (/). Of the produce used in the 
salad (Table), only snow peas met all of the following criteria: 
1) were included in all three batches of the salad served at the 
five events, 2) were from the same “lot” (i.e., from one con- 
tainer, purchased on | day, and from one supplier), and 3) 
were not served at other meals except the five events. Event A 
on May 31 (Table) was the first occasion in 2004 at which 
pasta salad or snow peas were served by the facility. 

All of the snow peas used by the facility came from the same 
+.5-kg container, which was purchased on May 21 and refrig- 
erated thereafter. On June 22, after the last (third) batch of 
salad was prepared (Table), the residual snow peas were dis- 
carded; none were available for testing for Cyclospora oocysts 
or DNA when the investigation was initiated. In an investiga- 
tion conducted by FDA, the snow peas were traced to an 
exporter in Guatemala 

he snow peas were handled only on days when batches of 
salad were prepared (Table). For each batch, a handful of peas 
(approximately 1 kg) was removed from the container, washed 
in municipal water, and added to the salad. None of the food 
handlers who prepared or served the salad had symptoms con 
sistent with cyclosporiasis before the onset of the outbreak o1 
on the days the first two batches were prepared or served 


(Table). One person who helped prepare the third batch had 


TABLE. Characteristics of five special events associated with cases of cyclosporiasis in a residential facility — Pennsylvania, 2004 


Event 
Characteristic A B Cc D E 











Date of event May 31 June 3 June 23 June 24 June 24 
No. of batch of pasta salad served” First Second Third Third Third 
Date batch prepared May 29 June 2 June 22 June 22 June 22 
Retrospective cohort study conducted No No No Yes Yes 





* Raw produce in the pasta salad, which varied among the batches, included snow peas, Vidalia onions, red peppers, tomatoes, broccoli, celery, green 
peppers, and carrots. However, Vidalia onions and red peppers were included in only one and two batches, respectively; different types of tomatoes were 
used in different batches; different “lots” of broccoli and celery, from different suppliers, were used in the various batches; and green peppers and carrots 
were also served raw at other meals, besides the five events 
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a probable case of cyclosporiasis after eating salad from the 


first two batches. 


Reported by: A Crist, PhD, York Hospital, York; C Morningstar, 
R Chambers, 71 Fitzgerald, D Stoops, M Deffley, Y Reyes, T Hiden, 
] Sullivan, D Hawk, MD, York City Health Bur; P Lurie, MD, 
M Moll, MD, Div Infectious Disease Epidemiology; S Yeager, L Lind, 
MPH, | Burkee, K Warren, MPH, M Marcus, ] Reeser, H Davidson, 


§ Thomas, Bur of Community Health Systems, Pennsylvania Dept of 


Health. Food and Drug Administration, College Park and Rockville, 
Maryland. BL Herwaldt, MD, M Hlavsa, MPH, SP Johnston, MS, 
H Bishop, A daSilva, PhD, A Hightower, MS, Div Parasitic Diseases, 
National Center for Infectious Diseases; DK El Reda, DrPH, N Flowers, 
MD, EIS officers, CD( 

Editorial Note: The findings of this investigation indicate 
that raw Guatemalan snow peas were linked to this outbreak 
of cyclosporiasis in Pennsylvania. No evidence of ongoing 
transmission has been obtained, despite heightened surveil- 
lance for cases of cyclosporiasis. This is the first investigation 
in which snow peas have been implicated as the vehicle of an 
outbreak of cyclosporiasis. Several other types of fresh pro- 
duce (e.g., raspberries, basil, and mesclun lettuce), from vari- 
ous countries, have previously been implicated as vehicles of 
U.S. cyclosporiasis outbreaks (/). 

FDA and CDC are working with Guatemalan officials to 
determine the sources of the snow peas (e.g., farms or coop- 
eratives) and possible modes of contamination. The modes of 
contamination of implicated vehicles have not been defini- 
tively determined for any previous foodborne outbreak of 
cyclosporiasis (/); better understanding of the biology and 
epidemiology of the parasite is needed. For imported vehicles 
of infection, international collaboration is critical to the suc- 
cess of investigations and to the identification of appropriate 
prevention and control measures. Produce should be thor- 
oughly washed before it is eaten. This practice might decrease 
but not eliminate the risk for transmission of Cyclospora (1,3). 

Health-care providers should consider the diagnosis of 
Cyclospora infection in persons with prolonged or remitting- 


relapsing diarrheal illness and specifically request testing of 


stool specimens for this parasite (/); such testing is not rou- 
tinely conducted by most laboratories. Trimethoprim/ 
sulfamethoxazole (TMP/SMX) has been shown in a placebo- 
controlled trial to be effective treatment for Cyclospora infec- 
tion (4). Adults should receive TMP 160 mg plus SMX 800 
mg (one double-strength tablet) orally, twice a day for 7 days. 
Some patients might benefit from longer courses of therapy. 
Alternative treatments for persons allergic to sulfa drugs have 
not yet been identified (/). 

Newly identified clusters of cases of cyclosporiasis should 


be investigated to identify the vehicles of infection and their 


sources and modes of contamination. Although cases of 


cyclosporiasis are not yet reportable in all U.S. states and ter- 
ritories, such cases are nationally notifiable. Clinicians and 
laboratorians who identify cases of cyclosporiasis, especially 
ones unrelated to foreign travel, are encouraged to inform the 
appropriate local public health officials, who are encouraged 
to contact CDC’s Division of Parasitic Diseases, National 
Center for Infectious Diseases. To report cases and potential 
outbreaks, contact CDC, telephone 770-488-7319; for ques- 
tions about laboratory diagnosis of infection, 770-488-4474; 
for clinical questions, 770-488-7775. Additional information 
about cyclosporiasis is available at http://www.cdc.gov/ncidod/ 


dpd/parasites/cyclospora/default.htm. 
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Notice to Readers 





Supplemental Recommendations 
About the Timing of Influenza 
Vaccination, 2004-05 Season 


In early August 2004, discussion with the Food and Drug 
Administration (FDA) and influenza vaccine manufacturers 
indicated that production of vaccine for the 2004—05 influ- 
enza season was proceeding satisfactorily. However, on 
August 26, Chiron Corporation announced that, in conduct- 
ing final internal release procedures for its inactivated influ- 
enza vaccine, Fluvirin™, the company’s quality-assurance 
systems had identified a small number of lots that did not 
meet product sterility specifications; these lots will not be dis- 
tributed. In recent discussions with CDC, the company stated 
that laboratory testing determined the problem was localized. 
After the company completes its quality-assurance testing, all 
remaining lots that have met sterility specifications will be 
available for distribution. Chiron expects to distribute 46—48 
million doses during this influenza season, with 42—44 
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million doses distributed in October and the remaining doses 
distributed in early November. Total influenza-vaccine pro- 
duction from all manufacturers who will supply the U.S. 
market during the 2004-05 influenza season is estimated at 
100 million doses, which is approximately 13 million more 
doses than was produced for the 2003-04 influenza season. 

CDC is recommending that influenza vaccination proceed 
for all persons who are healthy or at high risk as soon as vac- 
cine is available, recognizing that availability might be limited 
in early October. Some delay might occur for customers 
receiving influenza-vaccine doses purchased from Chiron, 
which might result in a need to reschedule planned clinics 
and other vaccination campaigns. The optimal time to vacci- 
nate against influenza is October and November, and the 
Advisory Committee on Immunization Practices (ACIP) rec- 
ommends that persons planning substantial organized vacci- 
nation campaigns consider scheduling those events after 
mid-October because availability of vaccine in any one loca- 
tion cannot be ensured consistently in early fall. Aventis Pas- 
teur, Inc. expects to distribute approximately 52 million doses 
of inactivated influenza vaccine (Fluzone™) this season. 
MedImmune Vaccines, Inc., expects to distribute approxi- 


mately 1.5 million doses of live attenuated influenza vaccine 


° IM 7 ° ° ° - ° ° > - 
(FluMist ~). No delays in the timing of distribution of vac- 


cine from these two manufacturers of influenza vaccine are 
expected. 

The annual preseason assessment of each year’s projected 
vaccine supply was requested by ACIP to help address vaccine 
shortages first experienced in 2000. The committee recom- 
mended that mass vaccination campaigns for the 2000-01 
season be delayed until the availability of supply was ensured 
(1,2). ACIP issued similar recommendations for the 2001—02 


influenza season (3) and incorporated into its annual influ- 


enza recommendations the possible use of prioritized timing 
of vaccine administration when necessary because of vaccine 
shortages or delays (4). No delays occurred in vaccination cam- 
paigns during either the 2002—03 or the 2003-04 (5) seasons. 

CDC also will purchase 4.5 million doses of inactivated 
influenza vaccine, which will be held in a stockpile to ensure 
sufficient supply in the event of increased demand like that 
experienced last winter. CDC has legislative authority through 
the Vaccines for Children program to purchase influenza vac- 
cine for a national stockpile program for children aged <18 
years. Additional information about influenza and influenza 
vaccination is available from CDC at http://www.cdc.gov. 
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Erratum: Vol. 53, No. 34 


In the report, “Suspension of Rotavirus Vaccine After 
Reports of Intussusception — United States, 1999,” first para- 
graph, second sentence, the date for when rhesus-human 
rotavirus reassortant-tetravalent vaccine was licensed was 


incorrect. The date should be August 31, 1998. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals September 18, 2004, with 


historical data 
DISEASE 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 
Measies, total 
Meningococcal disease 
Mumps 
Pertussis 


Rubella” 


0.03125 


DECREASE 


CASES CURRENT 
4 WEEKS 
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42 





0.0625 
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0.125 


T T 


0.25 0.5 


Ratio (Log scale)' 


c Beyond historical limits 


* No Rubella cases were reported for the current 4-week period yielding a ratio for week 37 of zero (0) 
t Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week pericds for the past 5 years). The point where the hatched area 


begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending September 18, 2004 (37th Week)* 





Cum. 


2003 


Cum. 


Cum. 
2003 


Cum. 
2004 





Anthrax 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis’ 
Chancroid 
Cholera 
Cyclosporiasis' 
Diphtheria 
Ehrlichiosis 
human granulocytic (HGE)' 
human monocytic (HME)' 
human, other and unspecified 
Encephalitis/Meningitis 
California serogroup viral’ 
eastern equine’ 
Powassan' 
St. Louis’ 
western equine’ 
Hansen disease (leprosy)' 
Hantavirus pulmonary syndrome’ 





2004 


10 
52 


- 
/ 


78 


16 


37 


91 
13 


33 


62 
17 








Hemolytic uremic syndrome, postdiarrheal' 92 108 

HIV infection, pediatric" 113 144 

Measles, total 23"* 51" 

Mumps 142 156 

Plague 1 1 

Poliomyelitis, paralytic 

Psittacosis' 

Q fever' 

Rabies, human 

Rubella 

Rubella, congenital syndrome 

SARS-associated coronavirus disease’ 

Smallpox ™ 

Staphylococcus aureus 
Vancomycin-intermediate (VISA)' ™ 
Vancomycin-resistant (VRSA)' ™ 

Streptococcal toxic-shock syndrome’ 

Tetanus 

Toxic-shock syndrome 

Trichinosis 

Tularemia' 

Yellow fever 














-: No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 


. Not notifiable in all states 


, Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 


Last update August 29, 2004 


pr Of 23 cases reported, 10 were indigenous, and 13 were imported from another country 
-,< Of 51 cases reported, 31 were indigenous, and 20 were imported from another country 
a Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 


Not previously notifiable 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 
(37th Week)* 





AIDS Chiamydia' 


Coccidiodomycosis 


Cryptosporidiosis 


Encephalitis/Meningitis 
West Nile*® 





Cum. Cum. Cum. 
Reporting area 2004" 2003 2004 








Cum. 
2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

Rl 

Conn 


MID. ATLANTIC 

Upstate N.Y. 

N.Y. City 

N.J 

Pa ) 473 25,880 


E.N. CENTRAL 105,292 
Ohio 554 24,942 
ind 276 7 12,954 
ill 3 28,523 
Mich 26,753 
Wis 3 12,120 


W.N. CENTRAL 36,679 
Minn 0 6,856 
lowa 53 . 2 
Mo 

N. Dak 

S. Dak 

Nebr.** 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 


27,094 29,932 617,924 


E.S. CENTRAL 
Ky 

Tenn.** 

Ala 

Miss 

W.S. CENTRAL 
Ark 

La 

Okla 

Tex.** 


MOUNTAIN 
Mont 
Idaho 
Wwyc 
Cok 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 
PR 

VI 
Amer. Samoa ; U 
C.N.M.1 4 


U 32 


606,309 


19,436 
1,397 
1,102 

731 
7,696 
2,086 
6,424 

75,308 

13,704 

24,513 

11,162 

25,929 

109,742 

29,986 

12,215 

33,840 

21,747 

11,954 

35,084 
7,649 
3,666 

12.691 
1,110 
1,785 
3,251 
4,932 

114,284 
2,123 

11,480 

2 239 


4,145 2,514 


N N 


N 


U U 
U 


2,231 2,144 


123 137 
16 14 
24 16 
21 
39 


556 2,416 


19 





N: Not notifiable U: Unavailable No reported cases 


Chiamydia refers to genital infections caused by C. trachomatis 


C.N.M.1 


Updated weekly from reports to the Division of Vector Borne Infectious Diseases 


* Updated monthly from reports to the Division of HIV/AIDS Prevention 


August 29, 2004 


Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 


** Contains data reported through National Electronic Disease Surveillance System (NEDSS) 


National Center for Infectious Diseases (ArboNet Surveillance) 
Surveillance and Epidemiology, National Center for HIV, STD, and 








TB Prevention. Last update 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 


(37th Week)’ 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum. Cum. Cum. Cum. 
2004 2003 2004 





2003 





Cum. Cum. 
2004 2003 





Cum. 
2004 


Cum. 
2003 





Cum. 
2004 


Cum. 
2003 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

Rl 

Conn 


MID. ATLANTIC 
Upstate N.Y 
NLY. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

ind 

itl 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


1,674 1,624 161 172 


111 
8 
14 
10 
49 
6 
24 


186 
87 
30 
29 
40 


Ad 
—~mnoae 


oO-D> w- 


b 
»WDWONNDY @® 


104 37 32 


4 5 3 
47 

42 10 

1 


113 104 
20 11 


12,118 


1,083 
92 
27 
121 
485 

91 
267 
592 
917 
692 
263 
720 
670 


568 


338 
489 
275 
400 
537 
211 
340 

18 

42 
102 


12,688 
1,010 


217,719 


5,078 
164 
91 
62 
2,267 
608 
1,886 
24,536 
5,120 
7,526 
4,369 
7,521 


43,412 
12,514 
4,689 
12,452 
10,658 
3,099 


11,688 
2,171 
649 
6,099 
74 
199 
715 
1,781 
55,427 
630 
5,762 
1,678 
6,150 
665 
11,035 
7,007 
9,950 
12,550 


17,454 
1,777 
5,878 
5,265 
4,534 


29,284 
2,530 
7,330 
3,361 

16,063 


7,313 
49 

60 

44 
1,839 
574 
2,693 
365 
1,689 
23,527 
1,824 
808 
19,993 
400 
502 


175 
49 
U 

3 


231,265 
4,975 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 
(37th Week)* 





Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


A 














Reporting area 2003 2004 2003 2004 2003 2004 2003 2004 2003 
UNITED STATES 374 1,361 10 20 67 89 139 146 3,981 4,550 
NEW ENGLAND 5 3 3 740 
Maine 2 4 - ‘ . 1 10 
N.H d 1 2 17 
Vt i . 
Mass 628 
R.| 19 
Conn 


MID. ATLANTIC 458 
Upstate N_Y. 66 
N.Y. City 

N.J 


Pa 

E.N. CENTRAL 
Ohio 

ind 

il 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 








Cum. Cum. Cum. | Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 





97 1 2 2 


Ww ie 


nN 
owno si 
1OWOW WOwow 


om 


93 


MOUNTAIN 
Mont 
Idahc 


N. Mex 
Ariz 
Utah 
Nev 


PACIFIC 

Wash 

Oreg 

Calif 

Alaska 

Hawaii 

Guam 

PR 

V.I - - 

Amer. Samoa U U U U 
C.N.M.1 U . U 
N: Not notifiable U: Unavailable -: No reported cases. 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 
(37th Week)* 





Hepatitis (viral, acute), by type 
Cc Legionellosis Listeriosis Lyme disease 

Cum. Cum. b Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2004 2004 2003 2004 2003 2004 2003 
UNITED STATES 4,922 745 1,252 1,438 444 469 11,745 14,861 
NEW ENGLAND 250 24¢ 7 74 35 1,395 2,873 
Maine . - - 5 6 53 106 
N.H 27 y . . 3 155 101 
Vt q : 32 
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N.J - : 20 : 2,442 
Pa é 5 C 206 9 38 x 4,274 
E.N. CENTRAL 66 2 777 
Ohio 18 7 45 
Ind 5 d 17 
iT 18 62 
Mich 17 3 
Wis 8 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 
(37th Week)* 





Meningococcal Rocky Mountain 
Malaria disease Pertussis Rabies, animal spotted fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 

UNITED STATES 894 899 1,224 9,538 
NEW ENGLAND 5é 45 ‘ 5 1,056 
Maine 2 
N.H 





Cum. 
2003 2004 2003 2004 2003 


5,713 3,636 5,111 990 561 
445 421 7 




















2 2 35 43 
46 7 20 17 
Vt 60 19 27 
Mass 25 22 30 : 914 192 156 
R.1 y 22 28 49 
Conn 3 ; j 12 151 129 
MID. ATLANTIC 20 47 2,004 
Upstate N.Y. 3< 
NLY. City 


N.J 7 ‘ ‘ 167 7 62 
Pa 27 45 


340 7 29 299 
E.N. CENTRAL 127 564 ‘ 120 
Ohio 399 é 58 41 
Ind l 2 é x 85 
tl 17 B 1 318 
Mich 7 41 3 153 
Wis 10 : 0 25 172 
W.N. CENTRAL 5 3 2 ‘ 231 
Minn , 193 
lowa 80 
Mo 216 
N. Dak 635 
S. Dak 18 
Nebr 25 
Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 

E.S. CENTRAL 


406 666 
405 7 X 299 
3 6 


92 


64 


465 


/ 


W.S. CENTRAL 
Ark 

l a 

Okla 

Tex 
MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa 

C.N.M.1 U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 
(37th Week)* 





Streptococcus pneumoniae, invasive 


Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 


Cum. | Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 


UNITED STATES 27,697 29,186 8,096 16,408 3,604 4,432 1,619 1,494 483 507 


NEW ENGLAND 1,505 1,532 203 235 152 
Maine 69 98 2 6 8 
N.H 105 107 6 6 16 
Vt 41 50 2 6 8 
Mass 863 908 133 103 
R.I 91 86 13 10 17 
Conn 336 283 47 44 

MID. ATLANTIC 3.983 3,441 849 

Upstate N.Y 873 765 352 

N_Y. City 885 940 255 

N.J 638 592 164 

Pa 587 144 

E.N. CENTRAL 3,669 102 

Ohio 963 014 

Ind 422 399 

it 072 428 

Mich 623 577 


Wis 589 684 


W.N. CENTRAL 1,745 694 
Minn 429 373 
lowa 353 260 
Mo 462 641 
N. Dak 30 27 
S. Dak 7§ 79 
Nebr ] 106 
Kans 27 208 


S. ATLANTIC 7,535 922 
Del 82 74 
Md 580 
D.C é 31 
Va 717 
W. Va 96 
N.C 847 
S.C 440 
Ga 323 
Fla 2 2,814 
E.S. CENTRAL 1,7 984 
Ky 298 
Tenn 533 
Ala 478 
Miss 675 


W.S. CENTRAL 4,380 
Ark 520 
La 612 
Okla 315 
Tex 2,933 
MOUNTAIN 528 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 

Wash 

Oreg 

Calif 2 696 
Alaska 53 
Hawaii 
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N: Not notifiable U: Unavailable - : No reported cases 
" Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 18, 2004, and September 13, 2003 
(37th Week)* 





Syphilis Varicella 





Reporting area 


Primary & secondary genital 


Tuberculosis 


Typhoid fever 


(Chickenpox) 





Cum. 
2004 





Cum. 


2003 








Cum. 
2003 





Cum. 


2004 


Cum. 
2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATES 


NEW ENGLAND 
Maine 
N.H 


5,174 
138 


3 


4,951 


149 


o 


318 


7,246 


263 


8,712 
291 


18 


194 2 


18 


65 


23 


13,193 
591 
180 


11,245 


2,265 
642 


15 3 - 11 
Vt 7 411 504 
Mass 3 96 - 147 : - - 124 
RI Q 15 23 39 3 
Conn 2 17 . 52 69 992 
MID. ATLANTIC 593 < 49 545 
34 195 
329 y 804 
118 21 302 
115 24 244 
E.N. CENTRAL ~ 670 4 52 807 
Ohio 59 ‘ 143 
Ind 42 v. c 94 
TT 226 > > or 
Mich 133 é Z 148 
Wis 21 f 45 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 


W.S. CENTRAL 
Ark 

La 
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MOUNTAIN 
Mont 
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Wyo 
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N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam - - 

PR é 3 60 
V1 . 
Amer. Samoa U 
C.N.M.1 y 10 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending September 18, 2004 (37th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 





re seal “an <1 





P&l' 
Total 


Reporting Area 





45-64 | 25-44 


1-24 | < 








NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.! 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa 
Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y 
Yonkers, N.Y 


E.N. CENTRAL 
Akron, Ohio 
Canton. Ohic 
Unicago 
Cincinnati, Ohi 
Cleveland, Ohio 
Columbus, Ohi 
Dayton, Ohio 
Detroit, Mich 
Evansville, Ind 

Fort Wayne, Ind 
Gary, Ind 

Grand Rapids, Mich 
ndianapolis, ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 

Rockford, Iti 

South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


Ages >65 
537 378 


76 


52 


30 
on 
18 
33 
17 

8 
20 


23 


104 39 
26 11 
> 2 


3 


nN 


oOo WI 


> 
Oo 


NM 


nN @® 


own — 


55 
13 


— S 
WOwWWHhH & WWN PY 


AUDA HNL HNO 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 
Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


178 
125 
168 
U 

112 
63 

108 

10,876" 


327 112 41 
32 16 6 
42 21 7 
31 8 
49 9 
20 6 
13 
25 
10 

8 
40 
52 
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U: Unavailable 


No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Total includes unknown ages 
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